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Coming Meetings 


American Fracture Association, Annual Meet- 
ing, New Orleans, Nov. 1-3, 1959. 


Southwest Obstetrical and Gynecological So- 
ciety, Annual Meeting, El Mirador Hotel, Palm 
Springs, Calif., Nov. 2 and 3, 1959. 


Omaha Mid-West Clinical Society, 27th Annual 
Postgraduate Sessions, Civic Auditorium, Omaha, 
Neb., Nov, 2-5, 1959. 


Southwestern Medical Association, Annual 
Meeting, Roswell, N. M., Nov. 5-7, 1959. 


Medical Society of the United States and Mex- 
, Third Annual Meeting, Hotel Valley Ho, 


Scottsdale, Ariz., Dec. 2-4; and Las Vegas, Nev., 
Dec. 5-6, 1959. Chairmen, Dr. A. H. Tallakson 
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and Dr. Carlos Greth, 2025 N, Central Ave., 


Phoenix. 


American Medical Association, 13th Clinical 
Meeting, Dallas Memorial Auditorium, Dallas, 
Dec. 1-4, 1959. 


University of Colorado School of Medicine, Gen- 
eral Practice Review, Denver, Jan. 10-16, 1960. 


Texas District One Medical Association, An- 
nual Meeting, Pecos County Club, Pecos, Tex., 
Feb. 5, 1960. Chairman, Dr. Harold Lindley, 206 
S. Oak St., Pecos. 


New Mexico Medical Society, Annual Meeting, 


Western Skies Hotel, Albuquerque, May 11-13, 
1960. 
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in pneumonia 


... into a mixed culture of 
the three organisms 
commonly involved in 
pneumonia... K. pneu- 
moniae, Diplococcus 
pneumoniae, and 
Staphylococcus aureus 
(in this case a resistant 
strain) . . . we introduce 
the five most frequently 
used antibiotics. 
Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five 
leading antibiotics has 
stopped ail the organisms, 
including the resistant 
staph! This is Panalba. 
In your next pneumonia 
patient . . . in a// your 
patients with potentially- 
serious infections... 
provide this extra 
protection with your 
prescription : 
Dosage—1 or 2 capsules 
3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


Panalbé 


(Panmycin*® Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 
first & resort 


A. 
a 


The Upjohn Company 
Kalamazoo, Michigan 
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ORIGINAL ARTICLES 


The Management Of Urinary Infections* 
By Ase. J. Leaver, M.D.,t Houston 


At birth, man is abundantly endowed with ap- 
proximately two million functioning renal units, 
or nephrons. The adequacy of this renal reserve 
is well demonstrated by the clinical observation 
that the blood urea nitrogen level rises only when 
more than 75 per cent of these units fail, whether 
temporarily or permanently, in the clearance of ni- 
trogenous wastes from the blood. 

Urological disease destroys these functioning 
renal units, and jeopardizes the continued physio- 
logical good health of the individual. The urolo- 
gist has as his principal mission and responsibility 
the conservation of renal tissue against the on- 
slaughts of disease. 

. In this, he is constantly attempting to minimize 
the effects of a pathological complex which des- 
troys renal substance and accounts for almost 90 
percent of all urological diseases encountered in 
medical practice. This complex, referred by Mar- 
shall as the “urological twins of mischief,” con- 
sists of urinary obstruction and urinary infettion. 

Urinary obstruction and urinary infection are 
so inextricably intertwined in their destructive 
effects and so commonly present together that 
the hyphenated term “obstruction-infection” has 
a more useful clinical application than the sepa- 
rately-used terms “obstruction” and “infection.” 


Special Advantage 


A special advantage accrues from the use of 
the hyphenated term, since it serves as a contin- 
uing reminder that appropriate therapy requires 
the elimination of both the obstruction and the 
infection for optimum effect. Attempts to elim- 
inate the infection without giving any thought to 
the obstructive process primarily responsible for 
the development of that infection are most often 
doomed to failure. In chronic pyelonephritis, for 
example, when the treatment is purely medical 
the cure rate is admittedly less than 10 per cent. 


*Read before the Ruidoso Summer Clinics, conducted by the 
New Mexico Academy of General Practice, Ruidoso, New Mex- 
ico, July 20-24, 1959. 
tProfessor and Head, Division of Urology, Baylor University 
College of Medicine. 
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Such efforts would therefore seem to be of the 
same order of effectiveness as the practice of the 
housewife who sweeps the dirt under the carpet. 
Sooner or later, with the persistence of the urinary 
obstruction that was primarily responsible for the 
development of the infection in the first place, the 
infection recurs and the destructive effects of this 
pathological complex continue. It is thus possible 
to predict that no antibiotic or chemotherapeutic 
agent will ever be developed to eliminate urinary 
infection permanently. 


Exact Definition 


The foregoing would seem to imply that the 
urologist can readily demonstrate an element of 
obstruction in every case of urinary infection. This 
is not now the case, even though present-day 
urological instruments permit precise diagnostic 
definition in many diseases of the urinary track. 


Many forms of obstruction still elude such exact 
delineation and await the development of instru- 
ments that are capable of providing the additional 
information needed. One such instrument is the 
direct image amplifier which magnifies the con- 
trast medium-containing urinary tract as much as 
50,000 times. It permits both the fluoroscopic and 
the cinematographic visualization of the compon- 
ents of the urinary tract at work. 


Evidence of functional derangements, hereto- 
fore lacking, may now be provided. Such informa- 
tion will complement the morphological evidence 
of disease now possible with excretory urography, 
cystoscopy, retrograde pyelography, aortography, 
pneumoretroperitoneography, cystometry, and cys- 
tourethrography. 

Now in the process of development, the image 
amplifier may well serve to bring functional de- 
rangements of the urinary tract into proper focus, 
greatly broadening the therapeutic possibilities. 
Another diagnostic tool of potential significance is 
the contrast renogram developed by Winter. This 
study is finding increasing usefulness in the meas- 
urement of renal function. The renal uptake of 
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radioactive Urokon or Hypake is graphically re- 
corded simultaneously by scintillation counters 
placed dorsally over both kidneys. It gives promise 
of detecting renal impairments earlier than is now 
possible with the commonly employed tests of 
renal function. 


Rational Approach 


A rational approach to all problems of urinary 
tract infection justifies the following axiomatic 
rule: When confronted by recurrent or persistent 
urinary track infection, think first of urinary ob- 
struction, think second of urinary tract tubercu- 
losis, think third of a foreign body in the urinary 
tracts, think fourth of urinary tract neoplasm. 


Inasmuch as tuberculosis, foreign body, and neo- 
plasm may often manifest themselves in interfer- 
ence with urinary outflow, they may also be re- 
garded as obstructions whose nature is identifiable 
with study. 


Most urologists are convinced that some form 
of urinary tract obstruction exists in every case 
of persistent or recurrent urinary tract infection, 
whether this is demonstrable or not. This obstruc- 
tion produces stasis becaue of the interference with 
the free outflow of urine or the secretions of the 
prostate or seminal vesicles. 


Under such conditions, the superimposition of 
bacterial infection in either the acute or chronic 
form occurs frequently. Treatment therefore dic- 
tates the need for eradication of the obstruction 
in association with the treatment of the compli- 
cating infection. As regards the obstruction, it 
should be recognized that in many cases it may 
not be posssible to identify it with certainty. 

It is also possible that even when it may be 
identified, curative measures may not be applica- 
ble because of the condition of the patient. In 
either event, a program for both immediate and 
long-term management to minimize the effects of 
the disease process must be carefully planned in 
the best interests of the patient. 


A detailed review of many of the urological 
diseases in which the pathological complex of ob- 
struction-infection plays a significant role is not 
possible here because of the limitations of time. 
It would seem worthwhile, however, to examine 
some of the commonly encountered entities of 
urological disease in light of this concept for the 
purpose of formulating practical workable rules 
for their management. 
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The most common obstructive uropathy in boys 
under the age of ten is a urethral meatal stenosis. 
In this condition, the urethral meatus is path- 
ologically small in greater or less degree. The con- 
dition may produce no symptoms. The fact that 
the child passes a small-calibered forceful stream 
and takes a long time to empty his bladder may 
go unnoticed by the parents. 

Occasionally, the mother will note that the 
infant grunts as he passes his urine, and shows 
other signs that he is straining to void. In older 
boys, painful urination, associated with the termi- 
nal passage of a few drops of blood, may be the 
presenting complaints. Persistent enuresis is some- 
times a result of the condition. In infant boys, es- 
pecially, excoriation of the meatus, occasionally 
with the formation of a scab over the opening is 
not uncommon and is erroneously attributed to 
diaper rash. 

The diagnosis is simple: one has only to examine 
the meatus to notice that it is reduced to some- 
times pin-point size. Treatment is equally simple, 
and consists of meatotomy which is easily done 
without anesthesia in infants less than three 
months old. In older boys, a short acting general 
anesthetic is advisable. 

Although the condition is easily recognized and 
as easily treated, many patients grow to adult- 
hood without treatment. In what are by no means 
rare instances, the condition may result in severe 
damage to the urinary tract as a result of pro- 
longed back-pressure, urinary stasis, and super- 
imposed infection. In many other adults, the con- 
dition is responsible for a variety of urinary and 
urethral symptoms, sometimes so bizarre as to 
result in a diagnosis of neurosis. 

It is surprising how many of these symptoms 
disappear after an adequate meatotomy has been 
performed. 


Pyelitis in Childhood 


There is little scientific justification for the 
continued use of this term, which indicates an 
inflammatory process involving the mucous mem- 
brane of the renal pelvis. If the kidneys are in- 
volved at all, and a suspicion that this is the case 
is justified in the presence of high fever, pyuria, 
and renal tenderness; the condition is really an 
acute pyelonephritis, involving the renal paren- 
chyma as well as the mucous membrane of the 
collecting system of the kidney. 

In the majority of cases in which the diagnosis 


SOUTHWESTERN MEDICINE 





ne 
NS 
er 
\i- 





is made, urological investigation fails to implicate 
the kidneys at all, the separate urines of the two 
kidneys being sterile on culture. Most often, the 
condition is a urethrotrigonitis. The entity occurs 
many more times in girls than in boys, and the 
relative incidence is usually given as 20:1, sug- 
gesting that the short urethra of the female is 
more susceptible to infection. 


Improper diaper hygiene, causing fecal con- 
tamination, is usually given as the principal cause 
of the entity which is a low-grade inflammatory 
process involving the urethra and less frequently 
the bladder trigone. Treatment is simple, and con- 
sists of (1) excretory urography, to rule out con- 
genital malformations and obstruction of the kid- 
neys, ureters, and bladder; (2) urine cultures and 
sensitivity studies, followed by the administration 
of the chemotherapeutic or antobiotic agents in- 
dicated; and (3) dilation of the inflammatory 
stenosis of the urethra with either the infant 
sounds or the more-recently introduced expanding 
pediatric urethral dilator. 


In the great majority of instances, the lower 
urinary symptoms of hesitancy, straining to void, 
frequency, and vague and generalized abdominal 
pain respond rapidly to this form of treatment. 
Repetition of the urethral dilations are indicated 
much less often in children than in adult women. 
Following the disappearance of symptoms, urine 
cultures should be made until at least two taken 
at two week intervals are sterile. 

It is a common experience that enuresis in 
young girls, especially in those youngsters who 
have previously had normal night-time bladder 
control, is frequently due to urethritis, The prob- 
lem is readily resolved by the regimen outlined 
above. Approximately 80-90 per cent of the chil- 
dren can be rélieved of their enuresis in this 
manner. Unfortunately, enuresis in boys is more 
often due to complex psychological problems, 
rather than to demonstrable organic disease 
amenable to treatment. 


Urethritis in Women 


Inflammatory urethritis in women accounts for 
almost 50 per cent of the urologist’s office prac- 
tice. Etiologically, the condition is believed due to 
a low-grade chronic urethral infection, possibly 
carried over from childhood as a result of fecal 
contamination in the diaper stage. 


Although the patient is asymptomatic for long 
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periods of time, acute exacerbations of the chronic 
inflammatory process are exceedingly frequent. 
Explosive recurrences may result from the trau- 
ma of excessively vigorous intercourse, intercur- 
rent infection, and from a variety of emotional 
factors, such as the death of a close member of 
the family. In many other instances, no etiological 
factors are apparent. In other cases, the condition 
is chronic and persistent, defying all therapeutic 
efforts. 


Urethritis in women manifests itself in many 
symptoms. Most common among these are fre- 
quency, urgency, sensations of incomplete empty- 
ing of the bladder, groin pain, particularly in the 
right lower quadrant and implicating many an 
innocent ovary and appendix, burning or urina- 
tion, low backache, and sensations of lower ab- 
dominal fullness or gaseous distention. 


Dyspareunia is most often due to urethritis, 
rather than to gynecological causes, and palpation 
of the urethra during the course of a pelvic ex- 
amination will elicit an exquisite degree of ten- 
derness and pain, Another finding on inspection 
is a prolapse of the posterior lip of the urethral 
meatal mucosa, probably related to a conscious 
or subconscious straining on urination, This is 
frequently mistaken for a caruncle, which is a true 
urethral neoplasm occurring much less frequently 
than is supposed. 


In at least 50 per cent of women with urethri- 
tis, the urine is completely devoid of abnormal 
elements and is sterile on culture, This is prob- 
ably due in a measure to the time-honored in- 
sistence on catheterized specimens from the fe- 
male for both microanalysis and urine culture. 
Since the inflammatory process is very frequently 
localized in the urethra, it is not surprising that 
the urine should be normal. 

Cystoscopic examination may show the presence 
of few to many broad based fleshy or thin-necked 
filamentous polyps about the entire periphery of 
the bladder neck and immediately adjacent ure- 
thral mucosa, More commonly, one sees slight to 
marked granular changes, with the urethral mu- 
cosa resembling the surface of a raspberry. 

In either event, the characteristic linear stria- 
tions of the normal mucosa are lacking, as is the 
normal light reflex usually seen. The latter is 
absent as a result of mucosal edema, which damps 
the light from the cystoscope. The exact role 
played by these changes described is difficult to 
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determine, since they may be entirely absent in 
patients with marked symptoms and conversely, 
may be present in patients with no symptoms 
thought to be attributable to urethral pathology. 

Of more constant value in implicating the ure- 
thra as the cause of symptoms is a marked pro- 
liferation of the blood vessels of the trigone imme- 
diately adjacent to the bladder neck, and of an 
associated inflammatory membrane covering this 
area. This membrane is usually white in color, has 
a sharply demarcated distal margin, and is usually 
seen in patients with coliform infections of the 
urethra and bladder. 


Many Forms 


Treatment assumes many forms, all of which 
have their special protagonists. In its simplest 
form, this consists of periodic urethral dilations 
with graduated tunneled Walther 
many cases, the symptoms will respond rapidly to 


sounds. In 


this form of treatment, indicating that an inflam- 
matory urethral stenosis is present. In other cases 
that fail to yield to such simple treatment, cauteri- 
zation of the urethral and bladder neck mucosa 
either with silver nitrate in varying concentra- 
tions or electrosurgically with a fulgurating cur- 
rent will give good results. 

The use of urethral suppositories containing 
combinations of nitrofuran, stilbestrol, and corti- 
sone derivatives has been suggested. At best, these 
are difficult to use and may cause severe sensitiza- 
tion reactions. 

Some urologists favor transurethral resection of 
the bladder neck, ostensibly to relieve so-called 
contractures thought to be responsible for the 
above-mentioned symptoms. Experience with the 
procedure usually proves to be disillusioning both 
to the urologist and the patient alike, since in most 
instances, the symptoms are intensified. 

In the event of failure of the patient with 
symptoms of urethritis to respond to simple meas- 
ures such as urethral dilations and treatment with 
a pyridium-sulfa drug combination, a thorough 
bacteriological and cystoscopic evaluation is in- 
dicated. An 
screening device and should be made to rule out 


excretory urogram is an excellent 
the presence of upper urinary tract disease. Cath- 
eterized urine specimens, obtained under the strict- 
est asepsis, should be submitted to the laboratory 
for culture and sensitivity studies. 


When positive, the patient should be treated 
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with the drug specifically indicated by the sensi- 
tivity tests. The patient’s ability to tolerate any 
given drug will of course modify its usefulness in 
the treatment of demonstrable infection. Most 
often, combined local treatment such as has been 
described, and the institution of appropriate anti- 
biotic therapy is successful. Additionally, in those 
patients in whom an inflammatory membrane is 
found covering the trigone for variable distances 
toward the ureteral orifices (“‘pseudomembranous 
cystitis”) bladder lavage with a 1: 10,000 concen- 
tration of potassium permanganate, and the final 
instillation of two to five cubic centimeters of a 
two per cent solution of silver nitrate at weekly or 
bi-weekly intervals hastens recovery. In all chronic 
cases, the passage of ureteral catheters and cul- 
tures of the urines obtained from each kidney sep- 
arately is important to rule out the presence of 
chronic pyelonephritis. 

In such cases, the need for persistent follow- 
up, even when symptoms subside completely, is 
vitally important. Urine cultures at frequent in- 
tervals will help to determine the need for further 
medications to control symptomless chronic pye- 
lonephritis, which acts as a reservoir to infect the 
bladder and urethra. 

It should be recognized that many female pa- 
tients with bladder symptoms cannot be shown 
to have either an infective focus, nor other objec- 
tive evidence of urinary tract disease. In such 
patients, the disorder may be primarily gynecolo- 
gic in nature, relating to the so-called “pelvic con- 
gestion syndrome,” or it may be attributable to a 
neurotic personality defect. Such patients are most 
adequately managed by the psychiatrist after gyne- 
cological clearance is obtained. 

Pyelonephritis of Pregnancy 

The physiological changes in the urinary tract 
that are characteristic of pregnancy consist of dila- 
tion of the calyces, the renal pelves, and the ure- 
ters down to the point of the pelvic brim. It is 
agreed that these changes are the result of both 
the hormonal influences and of certain mechanical 
factors incident to pregnancy. The latter includes 
simple pressure by the enlarging uterus on the 
ureters as they enter the pelvis. 

The fact that the changes are usually most pro- 
nounced on the right is explainable by the dextro- 
rotation of the uterus, the prominence of the right 
iliac artery, and the cushioning effect of the sig- 
moid colon on the left ureter. These changes are 
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obstructive in nature, interfering with urinary 
drainage, resulting in the stasis of urine and in- 
creased back-pressure on the renal parenchyma. 


Hormonal changes in the pregnant woman are 
credited to be of considerably greater importance 
than the mechanical factors described. These hor- 
monal changes are primarily intended to produce 
dilation, relaxation, atony, softening, and reduced 
irritability of the uterine muscle during the course 
of normal pregnancy. Similar effects are exerted 
on the upper urinary tracts only because of the 
common embryologic origin of the uterus and the 
upper urinary tract collecting systems. 

These physiological changes occur in at least 
90 per cent of all pregnant women. They explain 
the increased disposition of pregnant women to in- 
fection, and it is estimated that renal infections 
are six times more frequent in the pregnant than 
in the non-pregnant. 


Advent of Antibiotics 


Prior to the advent of the sulfonamides and the 
antibiotics, the lasting deleterious effects on ma- 
ternal health and the increased infant mortality 
were matters of grave concern when renal infec- 
tion complicated the pregnancy. This is no longer 
true, and the incidence of pyelonephritis is now 
no longer as great as it once was, probably because 
of the more prompt and efficient treatment of in- 
fection in the non-pregnant woman. 

Although. renal infections may still provide the 
obstetrician and the urologist with some of their 
knottiest problems, in the main the management 
of such infections differs little between the preg- 
nant and the non-pregnant woman. On occasion, 
it becomes necessary to hospitalize patients with 
pyelonephritis occurring during, pregnancy, and 
in some it even becomes necessary to pass and 
leave indwelling ureteral catheters to provide 
drainage for the involved kidney. 

Most often, however, it is possible to manage 
such patients on an ambulatory out-patient basis 
with the drug specifically indicated for the eradi- 
cation of the offending organism involved. 


In rare instances, surgical intervention becomes 


necessary when drug therapy alone is unable toe 


control the infection which jeopardizes the kidney 
and possibly the mother’s life. In such cases, pye- 
lostomy or nephrostomy may salvage both the 
kidney and the pregnancy. 


In all instances following the termination of a 
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pregnancy which has been complicated by renal 
infection, urologic evaluation of the involved kid- 
ney is indicated. Such an investigation may dis- 
close the presence of pre-existing anatomic defects 
that may have been obscured by the dilation in- 
cident to the pregnancy. These should be correct- 
ed prior to any subsequent pregnancy. 


Chronic Prostatitis 


It is alleged that 35 per cent of all men over the 
age of 35 years have what is thought to be a 
chronic infection of the prostate. Because of the 
close relationship of the seminal vesicles to the 
prostate, and a common lymph drainage, the con- 
dition is frequently referred to as chronic vesicu- 
loprostatitis, The diagnosis is usually made on the 
basis of a rather characteristic symptom-complex, 
alterations in the size, shape, and consistency of 
the seminal vesicles, and the pus content of the 
secretions expressed from these structures. 


Although the primary presenting complaint is 
usually that of pain, as the physician takes the 
history, he is soon aware that the patient is equal- 
ly or more concerned with his failing sexual 
powers, although he may not associate the two 
complaints, and may hesitate to mention the latter 
even though he suspects a relationship of the two. 

He may complain of backache: this is the most 
common symptom. This is manifested as a dull 
continuous sensation of pressure or discomfort in 
the sacro-iliac area which is not modified by posi- 
tion, motion, orthopedic devices, and muscle re- 
laxants. A “tired feeling” in the low back, for 
which the patient seeks relief by a characteristic 
hyperextension of the spine is a frequent com- 
plaint. Pain in the groins or suprapubic area, pos- 
sibly radiating to the testis is a common complaint, 
implicating many an innocent varicoele and di- 
lated inguinal ring. 

This pain is described as dull, continuous, and 
sometimes mildly nauseating. On questioning, the 
patient frequently remembers that the pain closely 
resembles that of the “stone-ache” of his adoles- 
cence. A sense of perineal fullness, or a “flutter- 


ing” in the rectum is sometimes described. 


Sexual complaints range from premature ejacu- 
lation to complete impotence. Loss of libido in 
varying degree is common. Occasionally the pa- 
tient complains of a mucoid urethral discharge, 
particularly noticeable in the morning, and espe- 
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cially after a bowel movement. Referred to as 
“gleet” or “prostatorrhea,” the discharge is dis- 
turbing to the patient and to the physician alike 
because it may be mistakenly considered to be of 
venereal origin. Such a discharge does not origi- 
nate in the urethra, but represents an overflow 
from chronically distended seminal vesicles and 
the prostate. 


Urinary symptoms are not prominent, although 
the patient may complain of mild degrees of uri- 
nary frequency, urgency, burning, and diminution 
in the size, force, and caliber of his urinary stream. 


General complaints include those of weakness 
in the thighs and legs, easy fatigability, lethargy, 
blunting of interest and mental facility, excessive 
anxieties, tensions, and tension headaches. 


Chronic Infection 


Although the condition has been attributed to 
chronic infection of the prostate and seminal vesi- 
cles, in a great number of these patients no evi- 
dence of infection can be demonstrated. Cultures 
of the fluid expressed from the prostate and semi- 
nal vesicles are either sterile, or yield several or- 
ganisms of doubtful pathogenicity. 

There is no close correlation between the in- 
cidence of the condition clinically and that dem- 
onstrable in histologic tissue study. Sulfonamides 
and the antibiotics are notoriously unsuccessful in 
treatment of the condition, a fact that should not 
be true if the condition were truly due to infec- 
tion. On the other hand, the expression of copious 
quantities of prostatic and vesicular fluid by mas- 
sage is frequently and dramatically associated with 
a prompt relief of symptoms. This fluid may, but 
usually does not contain significant numbers of 
pus cells. 

The thesis has been advanced that what is basic- 
ally involved in this very common condition is 
not infection, but a functional inability of the 
prostate and the seminal vesicles to empty them- 
selves of their secretions. The back-pressure pro- 
duced by the accumulating retained secretions 
give rise to congestive inflammatory changes and 
is responsible for both the physical findings and 
the symptoms considered characteristic of the 
disease. After such congestive changes become 
established, the prostate and the vesicles are vul- 
nerable to invasion by pyogenic organisms with 
the production of true suppurative disease. Thus 
it appears justifiable to believe that acute and 
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chronic pyogenic disease of the prostate and semi- 
nal vesicles occurs as a complication of pre-existing 
changes. 


Clinical experience seems to indicate that the 
principal cause of vesiculoprostatic congestion is 
the failure of the husband and wife to establish 
a mutually satisfying sexual relationship. Thus it 
may be said that vesiculoprostatic congestion rep- 
resents the difference between a man’s sexual life 
as it is and what he would consciously or sub- 
consciously like it to be. 


Continued sexual excitation without grati- 
fication produces overdistention of the prostate 
and vesicles, and the symptoms resulting from 
sexual frustration are reflex in nature. Very often, 
the stripping of the prostate and vesicles of their 
retained secretions provides dramatic relief of 
symptoms. 

The principal aim of treatment is the relief of 
symptoms caused by the congestion. Cure is pos- 
sible only insofar as the elimination of the causes 
can be effected. Most of the problems relating to 
the causative sexual discord lie outside of the 
province of the physician not especially trained in 
psychiatric techniques. Some, however, may be 
relatively simple and in such cases, the superficial 
psychotherapy given in association with local treat- 
ment may be most helpful. Such local treatment 
consists in stripping the prostate and seminal vesi- 
cles of their retained secretions at increasingly 
longer intervals. 

Initially massage at twice weekly intervals may 
be indicated, but as the consistency of the pros- 
tate and vesicles improves, and the secretions be- 
come less copious in amount, weekly massage for a 
time, followed by such treatment at increasingly 
greater intervals will provide the patient with re- 
lief from his symptoms. In such cases where the 
symptoms are acutely distressing and no evidence 
of bacterial infection is present, estrogen therapy 
may be helpful as an adjunct to treatment. 


Summary 


In the management of urinary infections, con- 
sideration of the pathological complex of obstruc- 
tion-infection, rather than of infection as a sep- 
arate entity provides a rational basis for successful 
therapy. ; 

Consideration has been given, in light of this 
approach, to a number of important clinical en- 
tities commonly encountered in medical practice. 
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The Use Of A New Dietary Product (Metrecal*) 
For Weight Reduction 


By Rosert J. ANtos, M.D., Good Samaritan Hospital, Phoenix 


The reduction in weight of the usual obese 
patient requires that the prescribed dietary regi- 
men satisfy certain psychologic as well as nutri- 
tional criteria. The regimen must be: 

1) convenient and easy to follow, so that the 
patient is given few opportunities or ex- 
cuses for failure to carry out instructions; 

2) effective within a short period of time, so 
that the patient is encouraged to perse- 
vere by early achievement of a measure 
of success; 


3) generous in required nutrients (such as 
minerals, protein and vitamins) which 
often are deficient in “reducing” diets; 
and 

+) satisfying (satiating). 


Diets which fulfill these requirements are not 
common. For well established reasons, however, 
substantial reduction in body weight nevertheless 
must be accomplished, often in relatively short 
periods of time. 

For these reasons we investigated the effective- 
ness, safety, and acceptability of a new preduct 
which is designed to restrict caloric intake to 900 
daily, while supplying more than optimal quanti- 
ties of essential nutrients in a convenient, palata- 
ble form. 


The Product 


Metrecal is a powdered mixture of skim and 
whole milk, soya flour, sucrose, starch, corn and 
coconut oils, with suspending and flavoring agents, 
vitamins, and minerals. One-half pound, the usual 
ration, supplies 900 calories, 70 Gm. protein, 20 
Gm. fat and 110 Gm. carbohydrate. Caloric dis- 
tribution: protein 30.5 per cent, fat 19.5 per cent, 
carbohydrate 50 per cent, with generous quanti- 
ties of vitamins and minerals, including from one 
to 31% times the minimal daily requirements estab- 
lished for certain vitamins and minerals by the 
U. S. Food and Drug Administration. In contrast 
to the nutritional inadequacy of most dietary 
regimens of this type, Metrecal is nutritionally 
complete. 





*Dietary for weight control, Mead Johnson. 
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For a single serving, a half-cup of Metrecal 
powder is mixed with approximately a cup of 
water, More commonly, the entire day’s ration 
is prepared by blending one-half pound of the 
powder with about one quart of water. Non- 
caloric flavorings may be used for variety. The 
mixed beverage is refrigerated until used. Daily 
water intake should total 14% to two liters. 


Method 


A regimen based on use of Metrecal was pre- 
scribed for weight reduction of 100 subjects se- 
lected at random. These subjects are characterized 
in Table One. Obviously hypometabolic or hyper- 
metabolic individuals were excluded on the basis 
of pulse rate-pulse pressure estimation of metabo- 
lic rate; otherwise the subjects were not screened. 

Each patient was directed to use Metrecal as 
sole source of calories for 12 days. Noncaloric 
beverages were allowed, as were lettuce and celery 
without dressing. Noncaloric flavorings were per- 
mitted. Each subject was weighed at the begin- 
ning and end of the study period; was asked to 
answer a questionnaire concerning certain aspects 
of the regimen which will be reported below; and 
was interviewed, in some cases repeatedly and 
searchingly, for information of side effects and of 
“cheating.” 


. TABLE ONE. THE SUBJECTS 


Age (Years) 
No. Group Men Women Range Mean 
15 Floor nurses 0 15 21-36 27 
15 Dietary Dept. staff 0 15 34-62 46 
30 © ©Outpatients 2 28 «(12-76 845 
40 Univ. students 12 28 «18-25 20 
100 All subjects 14 86 12-76 28 


These interviews also afforded an opportunity 
to estimate the degree to which the subject was 
motivated. Nine different supervisors were used 
during the study, in an effort to randomize possi- 
ble placebo effects of the subjects’ desire to please 
(or to thwart) the study staff. 

Urine (specific gravity, sugar, and albumen) 
and blood (hemoglobin, hematocrit, erythrocyte 
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sedimentation rate by the Wintrobe method, and 
total serum protein) were studied in eight of the 
floor nurses, Tests were made on three samples of 
each fluid from each of these subjects: one ob- 
tained on the day before starting the Metrecal 
diet, a second taken on the 6th to 8th day of 
the regimen, and a final specimen on the 15th 
to 18th day. 

In an effort to obtain information of whole- 
body nitrogen equilibrium, four subjects, appar- 
ently in normal health except for slight to moder- 
ate overweight, were hospitalized for six days and 
24-hour collections of urine were analyzed for 
total nitrogen, urea N and ammonia N. Daily 
urine volume and the results of culture of urine 
for pathogenic micro-organisms were also record- 
ed. In two of the four cases urinary urea also was 


determined directly. 


Results 


The average weight loss for the 100 subjects 
was 6.5 pounds, or 3.9 per cent of the initial body 
weight. These results are summarized in Table 
Two. Only three patients failed to lose weight 
and they either cheated grossly by ingesting other 
food, or failed to follow the regimen for a sig- 
nificant period of time, or both. The Metrecal 
regimen thus was effective in 97 per cent of the 
subjects. 


TABLE TWO. WEIGHT LOSS 


Pounds Per Cent of 
Group (Mean) Initial Weight 
All men 8.2 4.5 
All women 6.3 3.8 
All subjects 6.5 3.9 


As shown in Table Two, men lost more weight 
than women, both in absolute units and in pro- 
portion to initial body weight. Not shown in the 
Table, but commented on by the patients’ super- 
visors, is the observation that weight loss was 
directly proportional to the degree of motivation. 
Another correlate of weight loss was the length 
of time during which the subject followed the for- 
mula diet without eating additional foods—a cor- 
relate obviously linked to motivation. It is interest- 
ing to compare the average losses of weight in the 
different groups of patients. The floor nurses, 
perhaps the most knowledgeable and best moti- 
vated, lost more weight (7.9 pounds) than any 
group except the men. These subjects were also 
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the most disciplined, and had least opportunity 
to cheat, The college students lost on the average 
6.5 pounds, the average for the entire group; the 
outpatients’ mean weight loss was 6.1 pounds; 
and the Dietary Department Staff lost least: 5.7 
pounds, The latter girls were under constant 
temptation and had ample opportunity to increase 
their intake, working as they did constantly sur- 


rounded by food. 


Good acceptability of the Metrecal diet is indi- 
cated by the fact that 75 per cent of the subjects 
who were started on the diet completed the full 
twelve day course, Twenty-five subjects failed to 
stay with the diet. The incidence of voluntary dis- 
continuance of the formula regimen ranged from 
none in the group of floor nurses to 35 per cent 
among one group of college students. It is our 
opinion that the discontinuance by some patients 
resulted from their failure to prepare the mixture 
properly and after mixing to refrigerate the bev- 
erage until used. 


When subjects were asked whether the formula 
was easy to prepare, 76 replied that it was (about 
91 per cent of the 83 patients who answered the 
question). The unflavored formula was “good” 
or “average” in taste, according to 56 (about 71 
per cent of the 79 answering subjects who had 
used the formula without flavor). The flavored 
formula tasted “good” or ‘‘average” to 73 (about 
95 per cent) of the 82 subjects who gave their 
opinion on this point. Only four subjects thought 
it tasted “bad.” 


It is difficult to estimate the incidence of side 
effects of the formula, Many of the effects attri- 
buted to the formula may have been the result of 
fasting, e.g., borborygmi, “gas,” sensations of 
bloating and the like). 
such as diarrhea reported by three subjects, may 


Other untoward events 


have been mere concomitants of the regimen with- 
out causal relation to the formula used, or may 
have been the result of improper preparation of 
the mixture (for example, failure to refrigerate 
the day’s ration, or improper dilution). Consti- 
pation was not unexpected, since the formula is 
low in residue, and was observed in 10 cases. The 
subjects’ definitions of constipation or of diarrhea 
were not questioned. 


In addition to the “major” complaints—various 
types of gaseousness, diarrhea, or constipation— 
two patients reported nausea and two complained 
of weakness, one experienced cramps and one ur- 
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ticaria, In all, 28 of the 100 subjects reported a 
total of 41 undesirable symptoms. Usually these 
were not serious enough to cause the patient to 
discontinue the formula diet. 


A surprising feature of the formula was its 
satiety value. Questioned on this aspect, 59 (71 
per cent) of the 83 who replied stated that their 
appetite was satisfied and that they were not 
hungry during the diet period for more than 
one day. One young woman remarked, 


“Very filling. Had to make an effort to re- 
member to drink it. I could go from breakfast 
to supper on an 8 oz. glass easily.” 

Some patients reported improvement in appar- 
ent health, and in their sense of well-being, dur- 
ing the formula period. To offset somewhat the 
complaints of constipation or diarrhea, one pa- 
tient commented that her intestinal functions 
seemed improved. Another reported, 

“T actually felt better physically than I had 
for some time. I would like very much to stay 
on this diet for a longer period of time.” 


In the four subjects whose total and fractional 
urinary nitrogen excretions on the special diet 
were determined during six days’ isolation, there 
was no significant change as compared with con- 
trol observations. The failure of total N, urea N 
and urea levels in urine to be altered on the Met- 
recal regimen may be interpreted to indicafe that 
the subjects were in nitrogen (and _ protein) 
equilibrium. 

In the group of eight floor nurses from whom 
serial samples of blood and urine were obtained, 
no significant trend could be detected in specific 
gravity of urine; in blood hemoglobin, hemato- 
crit, or erythrocyte sedimentation rate; or total 
serum protein concentration. Neither sugar nor 
albumen was found in any of these urine speci- 
mens. An apparent progressive rise in serum pro- 
tein was outside 95 per cent confidence limits 
(“t” test), but would have been valid in a larger 
series of observations. 


Discussion 


The type of diet formula used in this study is 
nutritionally complete in composition. An ap- 
proximately 900-calorie formula, for example, was 
used in about the same number of subjects by 
Feinstein, Dole and Schwartz.’ The Metrecal 
powder differs from the formula used by these 
investigators principally in its protein level: about 
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30 per cent’of total calories, as contrasted with 10 
per cent in the food mixture used by Feinstein et 
al. Also, the subjects in the earlier investigation 
were directed to take a daily multivitamin sup- 
plement, whereas a daily ration of Metrecal sup- 
plies vitamins and minerals in excess of established 
MDR’s. 

With regard to the protein level of the formula 
it may be noted that four subjects apparently 
maintained nitrogen equilibrium while using the 
Metrecal formula as sole food for six days. The 
provision of the daily protein allowance recom- 
mended by the National Research Council for 
adults, approximately one Gm./Kg. of body 
weight, is an important and desirable feature of 
this new product. Providing adequate protein not 
only prevents emaciation but also may assist in the 
maintaining of satiety, through the extension of 
time during which blood sugar is at levels con- 
sistent with inhibition of hunger or appetite. 

The results reported here show the strong in- 
fluence of motivation in weight reduction— mo- 
tivation not only to lose weight, but also to please 
or to assist the supervisor. 

The new product is versatile, in that it is sus- 
ceptible of varied patterns of use in weight-re- 
duction programs, 


Summary and Conclusions 

Metrecal is an effective, safe, well-accepted for- 
mula for use in short periods of dietary reduction 
of weight. It offers several advantages, outstand- 
ing among which are the high level of protein, and 
the convenience of a predetermined caloric intake 
which is packaged in a single day’s ration. Formu- 
la feeding’ of this type is a useful adjunct to 
weight-control programs, as transitional measure 
in the first state of re-education of the patient. The 
weight loss achieved with the use of Metrecal as 
sole source of calories—in most of our subjects ap- 
proximately one-half pound per day—is consistent 
with health and encourages the patient to per- 
severe in the dietary reduction of obesity. 
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Posterior Dislocation Of The Hip And 
Acetabular Rim Fracture 


By Howarp R. DupcEon, Jr., M.D., F.A.C.S., Waco, Texas 


Posterior dislocation of the hip with fracture of 
the posterior acetabular rim is becoming more 
common as the speed and horsepower of our cars 
increase. Fortunately, most posterior dislocations 
of the hip are not associated with acetabular 
fracture and these need only to have the disloca- 
tion reduced and the hip immobilized for a few 
weeks. 


The dislocations with acetabular rim fracture 
are often present along with other serious injuries. 
Many textbooks do not clearly indicate when ace- 
tabular rim fractures should be opened and in- 
ternal fixation applied. I have treated eight such 
cases and I would like to stress the seriousness 


of this injury and its correct treatment. 


During the second World War I saw this injury 
in three soldiers and since that time I have treated 


five civilians for this same injury. 


Six Open Operations 


Of the eight cases seen, I have done open 
operations on six. Seven were caused by auto 
accidents and are usually due to the sudden 
impact of the flexed knee against the dashboard 
or some other hard surface in the car. The eighth 
case was due to a woman catching her leg in 
the wheel of her tractor as she jumped from 
it after it had caught fire. 


Cases one, two and three were soldiers and 
the other five were civilians. I am able to discuss 
only the civilians in detail as I have no x-rays of 
follow-up on the three soldiers, All dislocations 
had large bone fragments fractured and displaced 
from the postero-superior acetabular rim. 


Two dislocations could not be reduced by 
closed manipulation because the bone fragment 
lay between the head of the femur and the ace- 
tabulum. One was a civilian and one was a soldier. 
This was the only soldier on whom I operated. 
The remaining two soldiers later had open sur- 
gery at an Army General Hospital. I do not know 
the final results on these cases, 
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In the past many of these cases were treated 
by reduction of the dislocation and the application 
of traction or a hip spica. Most of these cases 
so treated developed early traumatic arthritis and 
some instability of the hip joint. 


Urist (1) achieved very good results in most 
of his cases, which were treated by open reduction 
and replacement of the acetabular rim in the cor- 
rect position and poor results in most which were 
treated by traction alone. 


He also reports eight cases of fracture—dis- 
location in which the dislocation of the head of 
the femur could not be reduced because of inter- 
position of the fractured acetabular rim. 


King and Richards (2) have listed the in- 
dications for open operation to be as follows: 


(1) if the acetabular lip fragment is large and 
is not accurately replaced; 


(2) if the acetabular lip fragment is in the 
acetabular socket; 


(3) if a fragment of the head of the femur 
lies in the acetabulum and prevents reduction; 


'(4) and if a transverse fracture through the 
acetabular floor allows rotation of the distal frag- 
ment of the innominate bone and thus prevents 
proper reduction of the head of the femur and 
causes an irregular acetabulum. 


Diagnosis Obvious 
The diagnosis of hip dislocation is usually very 
obvious and displacement of the acetabular rim 
is made by routine AP and lateral films of the 
hip. However, if any doubt exists as to the extent 
of the injury or as to proper reduction, special 
views must be taken, 


An exact picture of the position of the rim 
fragments may be gotten by taking a postero- 
oblique view with the injured hip elevated to 60 
degrees and the patient lying supine on the 
cassette. 


The dislocation should be reduced at once and 
conservative treatment of the displaced rim frag- 
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ment should be used only until patient is in con- 
dition for surgical correction. In two of my cases 
bone fragment blocked closed reduction of the 
dislocation. After reduction of the dislocation, the 
patient is usually put up with either Buck’s exten- 
sion or skeletal traction through the tibial tuber- 
cle until open reduction of the fracture can be 
done. This will keep the patient comfortable until 
definitive surgery can be done. 


Surgical Technique 


The surgical treatment is an open reduction 
with a posterior approach to the hip through 
an Osborne incision (fig. one, A, B, & C from 
Campbell’s Operative Orthopedics) about 1% 
inches inferior and lateral to the posterior superior 
spine of the ilium, running laterally and obliquely 
distal parallel with the fibers of the gluteus 
maximus to the posterior superior angle of the 
greater trochanter and then distally for 2 to 3 
inches. The fibers of the gluteus maximus are 
separated parallel with the line of the incision. 





hip. A, Line of skin incision. Imus 
ing strictures deep to this muscle. C, Pyriformis, gemeill, 
at insertions and reflected medially, revealing posterior 

aapect of neck of femur and hip joint, 


Figure 1 


The insertion of the gluteus maximus is divided 
in line with the vertical limb of the incision. 


Tendons Freed 


The tendons of the piriformis and gemelli are 
freed close to their insertions into the greater 
trochanter and retracted medially, thus protecting 
the sciatic nerve. The capsule of the joint is 
opened longitudinally to expose the posterior sur- 
face of the femoral neck and the posterior rim of 
the acetabulum. 

Further exposure may be gotten by retracting 
the gluteus medius proximally and the quadratus 
femoris distally. 

The acetabular fragment is then identified, 
small loose bits of bone removed, any devitilized 
cartilage on the head of the femur removed; and 
the dislocation of the hip, if unreduced, reduced. 
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The sciatic nerve is examined for damage and 
if partially or completely cut, it is repaired. The 
nerve is contused but rarely cut by the upward 
displacement of the acetabular fragment. 


Foot Drop 


Two cases that I have had suffered foot drop 
due to contusion of the nerve and required brace 
support of the foot and ankle. This paralysis 
usually clears up, but occasionally does not. Next, 
the acetabular fragment is accurately replaced and 
held by one or two screws which extend well 
into the bone. After reattachment of the piri- 
formis and gemelli, the wound is closed in layers 
with interrupted sutures. A hip spica is applied 
and left on for about eight weeks. After removal 
of the cast, active and passive motion is started 
and partial weight bearing is allowed three 
months from date of operation. Complete re- 
covery usually take 5 to 6 months, 

Following is a brief history of the cases and 
the result when known. 


Case Histories 

Cases One and Two—These were the two 
soldiers who had the dislocation reduced and then 
were transferred to a general hospital for treat- 
ment of the fracture. Result unknown, 

Case Three—This was the soldier who had a 
dislocation and a fragment of the acetabular rim 
that would not allow reduction until I did an 
operation. After operation he was transferred to 
a general hospital and I learned later that he did 
very well and had painless motion on weight bear- 


ing. I presume that his result was good. 

Case Four—R.R., male, white 23. (Fig. Two, 
A and B.) Involved in car accident at Waco, 
Texas. He was in severe shock and required blood 





Figure 2 
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in large quantities. Tried twice without success to 
reduce dislocation and was unable to because of 
the large fragment of acetabular rim in the hip 
joint, Put him in skeletal traction for several days 
until he was out of shock and then did open 
reduction with success. He had a footdrop and 
had to wear a drop foot brace for several years. 
He had a painless hip and no evidence of trau- 
matic arthritis ten years after injury. Result 
is considered good. 


Case Five—L.D.O., male, col., 40. Was in car 
accident at Waco, Texas. X-ray showed disloca- 
tion, posterior of right hip with fracture of the 
posterior acetabular rim. Dislocation reduced un- 
der anesthetic, but large acetabular fragment was 
not in satisfactory position. Open reduction done 
and fragment replaced and held with two screws. 
Hip spica applied, Result good when last seen 
nine months after injury. Walked without pain 


or limp. 


Three Drunks 


Case Six 


was involved in a car accident at Waco, Texas, 


-L.B., female, white, 33. This woman 


when three drunks ran into the car her husband 
was driving. She was admitted to hospital in 
severe shock and x-ray showed fracture-dislocation 
of the right hip. She also had evidence of con- 
cussion and later developed paralysis of left upper 
and lower extremities. The dislocated hip was 
reduced and she was put in traction. The hip 
would drop out of acetabulum through the pos- 


terior rim defect on any motion of her body. 





Figure 3 


Several days after injury and after her shock 
had cleared up, an open reduction was done on 
the injured hip. The fragment was replaced and 
held with two screws, She recovered well from 
surgery and after the cast was removed was 
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found to have a foot drop on the side of hip 
injury. Part of the paralysis on the left side 
improved but not completely. The hip healed 
well, but because of the brain damage, this woman 
will never completely recover from her injuries. 
(Fig. Three, A and B) 


Car Accident 


Case Seven—G.S., male, white, 35. (Fig. Four, 
A and B) Was 


Texas, and received multiple rib fractures, right; 


in car accident near Waco, 


fracture, simple, of nose, and dislocation, pos- 
terior and fracture of posterior rim of acetabulum. 
Dislocation was reduced and skeletal traction ap- 
plied through tibial tubercle. Because of rib frac- 
tures, open reduction was not done for two weeks. 
An open reduction was done, using the usual 
posterior incision. Fragment reduced and held in 
place with one screw. Hip spica for two months. 
Had no foot drop. Result was excellent and pa- 
tient has had no pain or evidence of traumatic 


arthritis. 





Figure 4 


Case Eight—O.L., female, white, 47. Patient 
was driving tractor which caught fire and when 
she jumped from tractor she caught her left leg 
in the wheel of the tractor and received a frac- 
ture-dislocation of her left hip. (Fig. Five, A 
and B) The dislocation was reduced and hip 
spica applied. Check x-rays showed that the 
fragment of the posterior rim was larger than 
first thought and in poor position. An open re- 
duction was done and fragment replaced and held 
in place with two screws. She wore a hip spica 
for two months and is now up on one crutch with 
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Figure 5 


full weight bearing. She has full range of painless 
motion and no evidence of sciatic nerve injury. 
It has been five months since her injury. Result 
should be good unless she develops traumatic 
arthritis. 
Summary 

Eight cases of posterior dislocation of the hip 

with associated fracture of a large fragment from 


the posterior rim of the acetabulum have been 
reported. Two of these dislocations could not be 


























the bone fragment between the head of the femur 
and the acetabulum and in the other six reduc- 
tion of the dislocation was done immediately. 


In six cases, an open reduction was done for 
replacement of the fragments and the surgical 
results were good in all except the woman who 
had paralysis due to brain injury. The two cases 
not operated upon were soldiers who were evacu- 
ated to an Army General Hospital where they 
were later operated upon. 

The results in these two cases is not known. 
It is felt that, as this fracture involves an im- 
portant weight bearing surface, a perfect reduc- 
tion should be gotten and this can be done only 
by an open reduction, This is not a difficult pro- 
cedure and should be done as soon as the pa- 
tient’s general condition will allow. 


References 


1. Urist; Journal of Bone & Joint Surgery; July 1948, Vol. 30 A., 
No. 3; Pages 699-727. 

2. Campbell’s Operative Orthopedics; 3rd Edition; Mosby; Pages 
401-11. 





Dr. Albert L. Picchioni, professor of pharma- 
cology at the University of Arizona, Dr. Lincoln 
Chin, assistant professor of pharmacology at UA, 
and Dr. Carl Breitner, Phoenix psychiatrist and 
consultant in psychiatry at Arizona State Hospital 
in Phoenix have received a grant of $13,052 from 
the U. S. Public Health Service to carry out a 
program of research concerning neurohormone 
levels in the brain. 

During the course of their investigation the 
three scientists hope to obtain information from 
animal studies which will increase present know- 
ledge concerning the method of operation of 
electric shock therapy, long used in certain cases 
of mental illness. 

The scientists explained that one of the factors 
which may be responsible for the improvement in 
mental health of patients treated by electric shock 
is an alteration in the body’s metabolism—a bio- 
chemical change of some kind. 


Early Days 


In the early days of the study of the bodily 
procedures involved in the improvement of the 
electric shock treated patient, blood chemistry was 
analyzed both before and after treatments. At 
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University of Arizona Scientists, 
Phoenix Psychiatrist Get Grant 


that time, however, very little was known of var- 
ious kinds of drugs, such as reserpine or rauwol- 
fia, which were also effective in the treatment of 
mental illness. 

Investigations of alterations in blood chemistry 
of the patients being treated with reserpine have 
now been carried out. Two neurohormones in- 
volved in the function of the brain—serotonin 
and norepinephrine—are altered in amount by 
treatment with reserpine. 


Shock Therapy 

Dr. Picchioni, Dr. Breitner, and Dr. Chin 
know that alteration in the levels of these 
neurohormones occurs following electric shock 
therapy, too. They hope to investigate the 
mechanism which is set up by a shock therapy 
developed by Dr. Breitner and correlate it with 
that occurring as a result of drug therapy. 

The scientists will measure the effect of electric 
stimulation in animals on levels of each of the 
three neurohormones in which they are interested. 
If they discover that electric stimulation does 
alter the amounts of these hormones in the brain, 
Dr. Picchioni and Dr. Breitner will conduct tests 
which also involve stimulation of the laboratory 
animals by sound. 
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The Use Of A Tranquilizer Drug In Childbirth 


By E. W. Lanper, M.D., Roswell, N. M. 


The quest for the best possible management for 
the control of pain associated with childbirth con- 
tinues unabated. Natural childbirth has its place 
and its limitations. As the term infers, it is natural 
for women to have babies. 


Only a minority is capable of actual natural 
childbirth. The remainder can approach this ideal 
by proper maternity care and the use of tran- 
quilizer drugs. 


Prospective mothers should be taught by their 
physicians that there is nothing pathologic about 
normal labor and that complications are excep- 
tional, It is the duty of the physician to establish 
confidence within his patient. 


Rapport can be increasingly established at each 
prenatal visit. She can be taught that the so-called 
labor pain may be made very bearable by learning 
how to relax. Two or three minutes of instruction 
will suffice to initiate her into the experience of 
abdominal breathing and the sensation of relax- 
ation which it affords. 


Naturalness 


The naturalness of childbirth should be stressed 
with the idea of eliminating or minimizing the fear 
all too commonly associated with the event. A 
simple explanation of the mechanism of labor, 
what she may expect and what will be expected 
of her may be interjected at visits during the third 
trimester. 


The above instruction can best be carried out by 
the physician personally during the course of pre- 
natal care. Some physicians with a large obstetrical 
practice utilize group therapy and like the results. 


Some feel that “to-getherness” has been carried 
to extremes. Childbirth is a rather personal and 
private endeavor and may well be accepted as such 
by all concerned. 


It seems reasonable that a mother should be 
permitted to have her baby with no anesthesia, or 
whatever type and amount she may desire, except 
for complicating circumstances which dictate the 
procedure. The excessive use of general anesthesia 
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for the actual delivery is all too often the desire of 
the physician rather than the patient. 


Likewise, the use of saddle block anesthesia 
whether desired, indicated or even contra-indicated 
is deplorable; even though it is a relatively safe 
anesthetic with distinct advantages, when used 


properly. 


The advent of the tranquilizer drugs has natur- 
ally led to their use in the field of obstetrics. The 
action of certain of these drugs is ideal in that they 
induce relaxation and tend to minimize the fear of 
labor. They have a distinct value when used in 
conjunction with the preparatory instruction briefly 
mentioned in the preceding paragraphs. 


The phenothiazine derivatives such as chlorpro- 
mazine and promazine have been used successfully, 
but with occasional undesirable complications. 
Chlorphenothiazine (Trilafon) is one of the newer 
drugs in this category which, in usual therapeutic 
dosage, is relatively free of toxicity. At the same 
time, it is 5-10 times more potent. The use of 
meprobamate has been reported in one series of 
cases. The authors found it of little value during 
labor. 


Favorable Results 


This report concerns observations on the use of 
Trilafon during labor. The results have been so 
favorable it was thought they might be of interest 
to other physicians who practice obstetrics. 


The tranquilizer has been used chiefly on the 
primipara, but also on the multipara with a his- 


tory of hard labor or long interval since last child- 
birth. These latter patients are entitled to some 
additional relief from anxiety. The primipara 
properly instructed and handled has little oppor- 
tunity to become an anxious multipara. 


The procedure was similar to that utilized by 
Harer. One eight mgm. tablet of Trilafon was 
given orally at the onset of labor. This was usually 
given on admission to the hospital; although a few 
multipara have been given a tablet beforehand to 
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be taken at home as soon as she feels that labor 
has started. 


Duration of Labor 


The serenity and composure of these patients 
during labor has been striking. Nursing personnel 
have voiced the same opinion and nursing care 
has been minimized. All of these patients were 
questioned approximately twenty four hours post- 
partum and they were uniformly pleased with their 
labor experience. 


The duration of labor, if affected, was shorter 
than one might expect in that particular case. 
There has been no visible adverse effect on the 
newborn. The use of additional analgesia has been 
grossly minimized. 


The majority of cases received only one injection 
consisting of Nisentil 30 mgm. and Lorfan 0.5 cc. 
in the terminal phase of the second stage. The 
majority have delivered spontaneously without any 
further anesthesia or only a few whiffs of Trilene. 


Local perineal anesthesia (1% cyclaine) was 
used for episiotomy and repair.) A few mothers 
(multipara) have requested gas anesthesia for the 
actual delivery, in spite of quiet, cooperative labor. 
Scopolamine 0.45 mgm. was included in the pre- 
anesthetic hypodermic in these patients, 


Childbirth was truly an ordeal, and too often a 
dangerous one, even a generation ago. We have 
passed through vogues of “twilight sleep” and the 
excessive use of the barbiturates with their hazards 


for the newborn. Good hospital facilities and newer 
drugs now available make childbirth a relatively 
safe procedure at present. 


The value of good prenatal care has been estab- 
lished and accepted. This is demonstrated by the 
rarity of eclampsia in such controlled patients. The 
educational level of our patients is higher and it 
is possible to obtain more intelligent cooperation 
on their part. 


The use of hypnotism in obstetrical care has a 


momentary popularity, but the use of this therapy 
has distinct limitations from the standpoint of 


both the physician and the patient. 


Summary 


1. The naturalness of childbirth can be taught to 
maternity patients by interested physicians, 

. The pain of childbirth may be minimized by 
relaxation and freedom from fear and tension. 

. This ideal may be facilitated by the safe and 
judicious use of a tranquilizer drug such as 
described. 

215 W. Third St. 
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MONTHLY CLINIGAL PATHOLOGICAL CONFERENCE 





EL PASO GENERAL HOSPITAL 


August 20, 1959 





Freperick P. Bornstein, M.D., Editor—Case No. 1291 


Presentation of case by Panto Ayus, M.D. 


History—Dr. Nathan Kleban: 


A 76 year old Latin-American widow entered 
the hospital because of faintness. For an indefi- 
nite number of years the patient had experienced 
abdominal distress. In recent weeks this had be- 
come more severe. 

There had been vomiting of coffee ground-like 
material and diarrhea with stools which were at 
times dark. Drowsiness, giddiness and faintness 
occurred shortly before admission. 

Except for known prolapse of the uterus no 
other historical information was recorded. 


Physical Examination: 


T. 98.8 (axillary) B. P. 110/80 P. 110 R. 30 

One examiner indicated the history was ob- 
tained from the patient. Another examiner record- 
ed that the patient was in deep stupor, There was 
moderate respiratory distress. Mucus membranes 
were pale. Rales were heard at the right lung 
base. 

A Grade I-II systolic murmur was described at 
the apex and base of the heart. The abdomen was 
moderately protruberant and tympanitic. Bowel 
sounds were normal. There was mild tenderness 


in the epigastrium. There was uterine prolapse. 


Hospital Course: 


Three 500 cc. units of blood were transfused 
. in 24 hours. Dark brown coffee ground-like ma- 
terial was aspirated from the stomach. A digitalis 
preparation was administered intravenously. 
Chlorothiazide and tetracycline were prescribed. 
On the third hospital day the gastric suction 
tube was removed and a low salt, soft diet was 
given. Digitalis was continued by mouth, On the 
fourth day she appeared comfortable but that 
night she vomited about 300 cc. coffee ground-like 
substance with a few blood clots and some bright 
blood. Two additional 500 cc. 


blood were transfused the next day. 


units of whole 
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For several days she ate well, offered no com- 
plaints. She had a stool, color not described, 
in bed. Several days later she was incontinent of 
a hard brown stool. On the afternoon of the 
ninth day she refused her diet, was unable to hold 


a milk carton, had a soft brown stool in bed. 


The next day she complained of chest pain, had 
difficulty in swallowing, was described in the 
nurses’ notes as having a “pasty gray and waxy” 
appearance. Pulse rate rose from 80 to 110 to 
116. Rectal temperature rose to 103. She moaned 
but refused medication for pain. The nurse re- 
corded abdominal distention. 


A rectal aspirin suppository was given for 
fever. Between 4 and 6 A. M. there was a black 
tarry liquid stool. Codeine was given for pain 
at 6 A. M. the patient died between 6:15 and 6:45 
A. M. ten days after admission. 


Laboratory Findings: 


Blood counts: 6-4-59—Hb. 2.7 gms. Ht. 15%. 
6-4-59—Hb. 7.8 gm. WBC 11,700, Segs. 78, 
Lymphs. 20, Monos. 1 Ht. 23%. 6-4-59—Marked 
hypochromasia—macrocytes present—poikilocyto- 
sis in RBC, polychromasia; 6 nucleated RBC/100 

-WBC slight amount of toxic granulation ap- 
pearing in the granulocytes. 6-4-59—Hb. 8.9 gm. 
Ht. 31%, WBC 16,000, Myelos, 1, Juveniles 1, 
Stabs. 4, Segs. 90, Lymphs, 1, Monos. 3. 6-5-59- 
Hb. 12.4 gm. Ht. 37%, WBC 17,800, Myelos. 1, 
Juveniles 1, Stabs. 2, Segs. 93, Lymphs. 2. 6-7-59 
Hb. 6.5 gm. Ht. 21%, WBC 12,150, Stabs. 5, 
Segs. 86, Lymphs. 9. 6-10-59—Hb 6.5 gm RBC 
2,760,000, WBC 9,500, Stabs. 2, Segs. 82, Lymphs. 
14. Reticulocytes 0.2%. 


Prothrombin time: 6-10-59—70% 


Coagulation time: 6-10-59—two minutes, five 
seconds, bleeding time one minute, five seconds. 


Platelets: 6-10-59—107,640. 
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Urinalyses: 6-4-59—yellow, clear, acid—S.G. 
1.015, rare WBC, rare RBC, few sq. ep. cells. 


Urine bile: 6-10-59—negative. 





Urobilinogen. 6-10-59—negative. 


Chemistry: 6-4-59—Glucose—108 mg, %. Alk. 
Phosphatase—3.8. Total protein—6-8.—Aubumin 
—4.3. Globulin—2.5. A/G—1.7. Urea nitrogen— 
28.2. Van den Bergh direct—.235, indirect—1.16. 
Cholesterol—60 mg. %. Cholesterol 
mg. %. Chlorides (as NaCl) —66%. 





esters—40 


Serology: 6-4-59—negative. 


Van den Bergh direct—6-10-59—.077, indirect 
—.217, 


Thymol turbidity: 6-4-59—6.0 units. 


Cocci: 6-4-59—.1 cc (right forearm) negative. 
PPD: 6-7-59—left arm—negative. Histo: 6-7-59— 
right arm negative. Blasto: 6-7-59—right arm— 
negative. Iron index: 6-10-59—S. 0.04 mg. %. Fe. 
Normal 0.05—0.25 mg. %. Ceph. Floc: 6-11-59— 
24 hours 4 +, 48 hours 4 +. 


X-Ray: 6-9-59—GI series: The esophogus was 
patulous to barium liquid. There was no evidence 
of hiatal hernia. The stomach was high in posi- 
tion, No significant gastric addition or subtraction 
defects could be identified. The pyloric canal was 
centrally located. The duodenal bulb filled and 
emptied regularly. There was no widening of the 
duodenal loop. At three hours the stomach was 
empty and the head of the column was in the 
ileo-cecal region. There are hypertrophic changes 
in the lumbar spine with spurring about the bodies 
of the vertebrae. Calcification is present in the 
abdominal aorta secondary to peripheral arterio- 
sclerotic vascular disease. Conclusion: Negative for 
evidence of neoplasm or ulcer. 


6-3-59—Chest— Radiographic examination of 
the chest reveals the left lung to be well ventilated. 
There is displacement of the mediastinum to the 
right. The interspaces on the right are narrowed. 
There is thickened pleura over the right hemi- 
thorax. The trachea is displaced to the right. 
These changes are consistent with a chronic acid- 
fast lesion with residual thickened pleura and 
fibrosis displacing the mediastinum and trachea to 
the right. A super-imposed acute inflammatory 
lesion cannot be entirely excluded. A marked 
amount of gas is present in the stomach and 
small bowel consistent with an adynamic ileus. 
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There are moderate degenerative changes in the 
thoracic spine. The aorta is elongated, tortuous, 
and contains calcium in its arch. Skin and sputum 
studies are recommended for further evaluation. 
Conclusions: Thickened pleura on the right. An 
acute inflammatory lesion cannot be entirely ex- 
cluded. Findings consistent with chronic acid- 
fast lesion, the degree of activity cannot be eval- 
uated from a single examination. 


Electrocardiogram: 6-4-59—Antero-septal sub- 
endocardial injury. Digitalis effect. Diffuse ische- 
mia. 


Clinical Discussion—Dr, Pablo Ayub: 


We have a patient whose presenting com- 
plaint was severe pain. I would like to ask in 
particular whether the X-rays revealed a perfor- 
ating lesion into the esophagus. 


X-Ray Discussion—Dr. Vincent Ravel: 


When this patient was flouroscoped, there was 
no evidence of any esophageal lesion. We have 
the distal third of the esophagus shown on the 
lateral view of the stomach, and there is no 
evidence of varices or any neoplastic lesion of 
the esophagus. 


of gastro-intestinal 
bleeding, of difference 
between what you can show roentgenologically 
and what can be there, as we radiologists know. 

It is not infrequent that a patient 
bleeding very profusely from an ulcer; when we 
examine the patient, even during the bleeding, we 
may be unable to demonstrate an ulcer. That 


Unfortunately, in 
there 


cases 


is a great deal 


may be 


doesn’t mean there isn’t any ulcer, we just can’t 
find it. Here, I not only can’t find the ulcer, I 
can’t even find the secondary signs of the ulcer. 


Dr. Ayub: 

In spite of the fact that there are a few con- 
fusing findings here, such as the abnormal X-ray 
of the chest, rales in the chest, and 4+ cephalin 
flocculation, a little bit of icterus and an abnormal 
EKG, basically this problem is one of massive 
GI hemorrhage. 


One of the most difficult problems in medicine 
is the diagnosis and management of cases of severe 
gastro-intestinal hemorrhage. The 
usually very ill and the nature of the condition 


patient is 


limits the scope of the examination. 
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The study of the individual case includes 
the amount of bleeding, is it massive, or is it 
oozing? The location of the bleeding, any history 
of previous GI disturbance, is the bleeding in- 
termittent or constant? 


We also have to know the general condition 
of the patient. We like to know if there is any 
evidence of increased portal venous pressure. 

Sometimes we can find X-ray evidence of 
esophageal varices, sometimes we can find ascites, 
sometimes we can get a history of cirrhosis or 
sometimes we can find hemorrhoids or distended 
abdominal vessels. 


Evidence of Illness 


We also would like to know if there is any 
evidence of any illness that could cause erosion 
into the esophagus and hemorrhage. In this part- 
icular case the bleeding was massive, and inter- 
mittent. The location appears to be above the 
ligament of Treitz because there was frequent 
vomitus of coffee ground material and it was 
possible to obtain blood through the stomach 
tube. 


There is a history of previous upper GI dis- 
turbance, suggestive of duodenal ulcer. The gen- 
eral condition of the patient is not adequately 
described, and outside of the mention of the 
protruding abdomen, there is no suggestion of 
ascites or any evidence of increased portal venous 
pressure. 


The cephalin flocculation after 
transfusions, showed a 4+ but there is no evi- 
dence that this in itself is sufficient to call this 


a cirrhosis, specially since the serum porteins were 


test, many 


normal. 


X-ray findings with respect to the upper GI 
tract are of no help since they neither show nor 
exclude disease of the esophagus, stomach or duo- 
denum. There is no evidence, with the exception 
of the chest X-ray and low platelet count, that 
would serve to indicate any unusual cause for 
this hemorrhage. 


Massive Hemorrhage 


The preponderance of evidence in this case 
is that of massive GI hemorrhage. There are five 
conditions on which we must focus our attention 
and the figures as to their frequency are as fol- 
lows:. peptic ulcer, 50 per cent, hepatic cirrhosis 
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plus esophageal varices, 10 per cent, gastric carci- 
noma, 3 per cent, gastritis, one to two per cent, 
miscellaneous, seven to eight per cent, including 
diaphragmatic hernias; syphilitic aneurysm and 
other undetermined causes, 25 per cent. 


These figures involve the entire GI tract, and 
I presume at autopsy the undetermined causes 
must be localized most frequently distal to the 
jejunum. They are of such nature that oozing is 
frequently the case instead of rupture of a large 
vessel. 


Let us examine in more detail the points of 
importance in differentiating the three diseases 
most commonly responsible for massive hem- 
orrhage. 


Single, large unheralded hemorrhages come 


frequently from peptic ulcers. 
Bleeding Common 


Intermittency of bleeding is common in this 
disease, probably because of digestion of the 
thrombus by highly acid juices The history of 
periodic pain, particularly if relieved by food or 
alkali, is very significant. 


Hemorrhage from ulcer frequently occurs in 
aging people, and often in them a brisk hemorr- 
hage is the only clinical symptom of the presence 
of the ulcer. Disregarding this fact may lead to 
the mistaken diagnosis of carcinoma of the sto- 
mach. This fits our case. 


Bleeding in the case of gastric carcinoma is 
usually due to ulceration of the stomach, the 
necrosis and sloughing of polypoid growths. The 
vessels involved are usually small; and oozing, 


rather than massive hemorrhage, results. 


However, in the last stage, bleeding from a 
large vessel may occur within a carcinomatous 
ulcer. In most cases when a massive hemorrhage 
occurs even superficial examination of the ab- 
domen will reveal a mass, leading one to suspect 
the presence of carcinoma. 


Massive bleeding may occur in a benign ulcer 
in which carcinomatous change has developed. 
This does not fit this case, although it cannot 
be ruled out in view of the fact that the abdomen 
could not be palpated. 


Recognition of hemorrhage from a rupture of 
an esophageal varix depends on the ability to 
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find evidence of obstruction in a portal or splenic 
vein, However, peptic ulcers occur more com- 
monly in patients with cirrhosis of the liver than 
in the common population, and bleeding may be 
from such a lesion even though esophageal vari- 
ces can be demonstrated. 


However, as far as the esophageal varices 
are concerned, from the protocol there is no posi- 
the 
miscellaneous causes, all I can say is nothing in 


tive evidence of obstruction. As to other 


the protocol gives any clue. 


Time Lag 


The problem of management of these cases 
is a serious one and has to be considered even 
before definite diagnosis has been established. 
Often the internist first sees this type of patient 
and requests the surgeon to perform surgery only 


to find the patient is not in condition for surgery. 


The patient subsequently receives transfusions 
and gets ready for surgery, only to go back 
into shock before surgery can be _ performed. 
This frequently occurs. because of the time lag 
that the the 


geon get together. 


occurs before internist and sur- 


it should be 


In order to remove this danger, 
the policy of this hospital to place such a patient 
either under surgical service or a special type 
of service in which both internists and surgeons 
work very closely together. Surgery, I believe, 
should be resorted to in any case of massive upper 
GI bleeding where the diagnosis is not deter- 
mined, as long as the patient is operable. 


Some schools of thought believe that the time 
for surgery is when the second hemorrhage occurs; 
but others believe that if the hemorrhage appears 
to be from a large vessel, the surgery should be 
performed as soon as the patient is put in shape 
for surgery. 


I would like to have the surgeons discuss this 
particular phase before I state any conclusions. 


Dr. J. C, Dotson: 


This patient was never in condition to be 
operated. Furthermore, the protocol seems to indi- 
cate her bleeding was intermittent. Three units 
of blood were given the first day. It appears that 
throughout her history of 10 or 11 days she bled 
two or three times. Although the hemoglobin 
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levels would indicate that perhaps not enough 
blood was given, the patient appeared to be 
holding her own or to be gaining. 


No Clue 


There was no clue as to the source of the 
bleeding. I cannot even be sure from the his- 
tory whether it was upper or lower GI tract. 

I don’t like to see the term “coffee ground 
material” on the charts. Whoever examined the 
material should say positive or negative for blood, 
or that the material smelled like blood or that 
there were blood clots. 


So very often coffee ground material is simply 
due to stasis of the stomach and not due to upper 
GI bleeding at all. 


The same reasoning applies when people say 
that vomitus or intestinal tube drainage are fecal 
in character, when in reality one only can say 
this is small bowel material with a greater or lesser 
degree of stagnation, more likely ileus than ob- 
struction. 


Among the rare diagnoses I am predicting dup- 


lications of the upper GI tract. Those of the 
esophagus are usually of the spherical variety 
and probably could not be hidden even behind 
this dense pleuritic shadow. There are the others 
which are tubular and usually arise from the 


duodenum or jejunum. 


’ The chief complaint usually is massive bleed- 
ing. They are usually discovered before this 
contain gastric 
that 


age. The duplications usually 
the 


Meckel’s diverticulum would bleed. 


mucosa. bleeding for same reason 


Dr. Antonio Dow: 


I agree with everything that has been said. 
It is very tempting to operate on a patient who 
is bleeding from an unknown source. On the 
other hand the patient was 76 years old, with 
anterior sub-endocardial injury 


and _ stuporous 


when admitted. 


No matter how much a surgeon wants to oper- 
ate under: these conditions he has less than a 10 
per cent chance of helping the patient so he is a 
little reticent about operating and the anesthesio- 
logist is a little reticent about the giving of 
the anesthesia, so while I don’t know the exact 
reason why they didn’t operate on this case, I 
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agree with Dr. Ayub and Dr. Dotson and there 
have been some good reason for it. 


I would like to mention two additional diag- 
noses; one is the possibility of mesenteric throm- 
bosis, the other is tuberculosis of the GI tract. 


Dr. Ayub: 


In conclusion I would like to say that this 
patient most probably had a duodenal ulcer 
and a large vessel which bled. Other diagnoses 
have to be considered to explain the rest of the 
findings. This patient had fever and most likely 
the lesion of the chest was either inflammatory 
or embolic. 

The platelet count I believe can be explained 
on the basis of transfusions, The transient icterus 
probably can be explained on the basis of re- 
absorption of blood. I think the weight of the 
evidence here will probably not reveal very much 
wrong with her heart. 

She bled from a large vessel, in additon to 
which she had a pulmonary lesion, either in- 
flammatory or embolic in nature. 


Dr. W. R. Gaddis: 


In additon to what Dr. Dotson had to say 
about the matter of bleeding of the GI tract 
being reported as “coffee ground”, the protocol 
states that this patient at one time vomited 
clotted blood and bright fresh blood. 

The appearance of bright fresh blood suggests 
two possibilities; either blood was trickling into 
the stomach and was vomited up immediately, or 
there may have been an actual massive hemorr- 
hage in the upper, fundic portion, and in this 
case the blood might have been regurgitated be- 
fore the gastric secretions had’changed it. 


Erosive Phenomenon 


The chest X-ray might lead us to wonder 
if there was not an erosive phenomenon going 
on within the pulmonary tree, although there is 
no cough reported. This patient could have been 
vomiting fair size quantities of blood over a 
period of time. 

I am not at all sure from the protocol this 
patient died of hemorrhage. She had _ liquid, 
tarry stools, but at no time did she seem to be 
in shock. The appearance of the EKG which 
was taken on admission leads one to think that 
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someone was suspicious of cardiac lesions prior to 
this patient’s admission. Otherwise, with a bleed- 
ing upper GI tract lesion why should one take 
just a routine electrocardiogram in hopes of 
finding a cause of bleeding. 


Certainly someone had some evidence of cardiac 
disease. It is quite possible that this patient died 
as a result of cardiac embarrassment. 


There is a good possibility that the lesion pro- 
ducing this patient’s hemorrhage is low lying in 
the esophagus and may have perforated, causing 
a mediastinitis. 


Clinical Diagnosis: Gastrointestinal hemorrhage. 


Dr. Ayub’s Diagnoses: Bleeding GI lesion with 
erosion of large vessel, probably peptic ulcer. In- 
flammatory or embolic pulmonary lesion. 


Pathological Diagnoses: 1. Bronchogenic carcin- 


oma, right lung. 


2. Embolic metastases to 
vessels of gastic wall. 


3. Bleeding gastric ulcer. 


Pathological Discussion: Dr. Frederick P. Born- 
stein. 


The external examination was not remark- 
able. The left pleural cavity contained about 500 
cc. of straw colored fluid. The right pleural cav- 
ity was completely obliterated by a grayish-white 
tumor mass which compressed the aorta, the in- 
ferior vena cava and the right atrium. 


This compression is responsible for some of the 
cardiac symptoms. The tumor originated in the 
right main bronchus and produced metastases, 
specially to the right adrenal gland. The tumor 
was rather anaplastic. The tumor cells were 
squamous cells with some spindle shape deforma- 
tion and obviously the tumor was markedly in- 
vasive. (Fig. 1) 


The blood. On the 


posterior surface of the stomach near the major 


stomach was filled with 


curvature there were two elongated, punched out 
ulcers, one measuring six cm, the other two cm. 
in diameter, along the longitudinal axis. Several 
denuded small arteries protruded from the surface 
of the large ulcer. 


Grossly this appeared to be a typical peptic 
ulcer. The only unusual feature was that there 
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were two ulcers, Histologically the ulcer super- 
ficially showed the classical pattern of a peptic 
ulcer, However, in addition several of the deeper 
veins were obstructed by tumor masses which were 
obviously metastatic from the lungs. (Fig. 2) 


It is remarkable that the bronchogenic car- 
cinoina produced only two areas of metastasis; 
namely, in the adrenal glands and in the stomach. 
Whether this tumor embolization of the veins of 
the stomach plays a significant part in producing 
the ulcer, I am unable to answer. 


All we can say is that there was a peptic ulcer 
and tumor thrombosis of the underlying veins. As 
to the final cause of death, it was obviously 
the hemorrhage from the ulcer. 


Figure 


Research Grant Awarded 
By National Science Foundation 


A $90,000 research grant has been awarded 
by the National Science Foundation to Dr. Ralph 
W. G. Wyckoff, professor of bacteriology and 
physics at The University of Arizona, to carry on 
basic research concerning the form, structure and 
chemical composition of the submiscropic details 
of living matter. 


Dr. Wyckoff, who joined the UA faculty this 
fall, was formerly biophysicist at the National 
Institutes of Health, science attaché at the Amer- 
ican Embassy in London from 1952-54, association 
director in charge of virus research for Lederle 
Laboratories, Inc., and associate member of the 
Rockefeller Institute for Medical Research. 





Timberlawn Approves Grants 
For Residents in Psychiatry 


Dallas, Tex.—Financial grants to four residents 
in psychiatry were approved recently at the first 
annual meeting of the Board of Trustees of 
Timberlawn Foundation, which also heard plans 
for presentation of the first report on psychiatric 
research being conducted by the foundation. The 
research, one of several projects now being con- 
ducted by the foundation, is entitled “Abstrac- 
tion in Schizophrenia.” 





Arizona Chapter of ACS 
To Meet in Scottsdale 


The Fall Clinical Congress of the Arizona Chap- 
ter of the American College of Surgeons will be 
held November 19 and 20 in Scottsdale, Arizona, 
with headquarters at the Hotel Valley Ho. 


The Congress will be open this year to all doc- 
tors interested in surgery. Among subjects on the 
scientific agenda will be “Hypnosis and the Sur- 
gical Patient.” 

Dr. A. G. Wagner of Phoenix is Chairman of 


the Committee on Arrangements. 
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APHORISMS and MEMORABILIA 


Dr. Babey 


Miscellaneous Truths and Concepts 
(Continued ) 


46. “It is. 


sores in two groups under the name of “soft” and 


. unwise to classify all venereal 


“hard” .. . the same sore may change its character 
at different stages, and respecting a great many, the 
quality of hardness is so ill marked as to be very 
deceptive.”—Sir JoNATHAN HutTcHINsoN, Syph- 
ilis, Funk & Wagnalls Co., N. Y., 1913, p. 63. 


State of the Bowel 


47. “The key to the treatment of many intract- 
able cases of b. coli infection of the urinary tract 
is often to be found in the state of the bowel.”— 
Lorp Horver, Med. Notes, Oxford Press, London, 
1921, p. 82. 


48. “Almost everybody has been kicked in the 
shins often enough to have a few bumpy promi- 
nences. Even in a woman they are not usually im- 
portant as evidence of syphilis.”"—R. Casor, New 
England J]. Med., 202: 963, 1930. 


49. 
the glands of both sides of the neck, they can usual- 
ly be differentiated from malignant lymphoma be- 
cause they involve the skin early. Enlargement of 
glands due to malignant lymphoma rarely shows 
skin involvement. The two common causes of mal- 
ignancy in the glands of both sides of the neck are 
primary cancer at the junction of the upper and 
middle third of the esophagus and cancer in the 
ethmoid region.”—ArLiE Bock, New England ]. 
Med., 202: 1218, 1930. 


“If there are carcinomatous metastases to 


50. “There are two things to do for these pig- 
mented moles on the skin. One is to leave them 
alone until there is some definite change, or until 
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something about them makes you suspicious. And 
the other is to take them out and to take them out 
well. Use no radium, no superficial cauterization, 
no diathermy. Take them out well with a wide 
margin of normal skin as though the lesion were 
already malignant, Leave them alone or else treat 
them right.”—L. McKirrrick, New England J. 
Med., 202: 726, 1930. 


‘Bone metastases in melanotic sarcoma are 
L. McKirrrick, loc. cit. 


51. 
very rare.” 


52.. “Outspoken thrombosis seldom causes pul- 
monary embolism. Quiet and actually symptomless 
processes are very apt to do so. . . . Thrombosis in 
varicose veins, for instance, the walls of which are 
obviously diseased almost never causes embolism.” 


53. “The filling of neck veins from below 
sometimes means tricuspid regurgitation. It is not 
always so, though any text-book will tell you that it 
is.’—Ricuarp Casot. Case Records, M. G. H. 
#3275, May 23, 1916. 


54. “Particularly in children and young adults, 
on the occurrence of chills and fever and other 
evidences of infection, one should always think of 
the possibility of thrombosis of the lateral sinus. 
It may occur without any external evidence of 
otitis media or mastoiditis.’°—C. B. CourRvILez, 
loc. cit. 


55. “In the presence of acute frontal sinusitis 
(empyema), the sudden onset of jacksonian con- 
vulsions, hemiplegia, and (if the major side of the 
brain is affected) aphasia, usually indicates the 
development of a subdural abscess.”—C. B. Cour- 
VILLE, loc. cit. 
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Capital Report® ... 





WASHINGTON, D. C.—The U. S. Chamber 
of Commerce and two key Congressmen, all op- 
ponents of the so-called Forand bill, recently is- 
sued separate warnings that an all-out effort will 
be made to get the controversial legislation through 


Congress next year. 


In its weekly report to members, the Chamber 
predicted there will be “a powerful attempt” in 
the next session of Congress to enact the bill (H.R. 
4700) which would increase social security taxes 
to help pay for the cost of the Federal Govern- 
ment providing surgical and hospital care for 
social security beneficiaries. 

The 
legislation would mark 
into the welfare state.” It “probably would lead 


that of the 
“a major break-through 


Chamber warned passage 


to a compulsory Federal program providing com- 
, 


plete medical care for everyone,” the Chamber 


said. 


“No Stopping” 


There would be “no stopping” of such a pro- 
gram once it got started, the report said. 

The Chamber called upon communities to find 
orderly solutions to the problems of the aging. 
Otherwise, solutions “will surely be imposed from 
Washington,” the report added. 


Similar warnings were voiced by Reps. Richard 
M. Simpson (R., Pa.) and Thomas B. Curtis 
(R., Mo.), key members of the House Ways and 
Means Committee where the bill was put on the 
shelf last session. 


Rep. Curtis urged that the medical profession 
and other leading opponents make a strong coun- 
ter-drive in an all-out effort to block passage of 
the bill next session. Unless there is such action, 
he said he would have to “regretfully” predict that 
legislation along the lines of the pending bill 
probably will be enacted in 1960. 


Informed Physicians 


Rep. Simpson said that H.R.4700, and similar 
legislation affecting the medical profession, “make 
it imperative that every doctor keep informed on 


*Washington Office of the American Medical Association. 
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legislative issues before Congress.”” He also urged 
that physicians “become patriotic political forces” 
by giving “their informed viewpoint” to lawmakers 
at all levels of government. 


Rep. Simpson said it “is important” that op- 
ponents of H.R. 4700 develop “appropriate altern- 
atives” to solves the health care needs of the aged. 

He promised to continue to cooperate with the 
medical profession to guard “against the disastrous 
consequences of compulsory national health in- 


surance. 


“House Democratic Leader John McCormack 
of Massachusetts expressed hope that Congress 
next year will stamp final approval on another 
bill of particular interest to physicians. He praised 
the Keogh-Simpson bill (H. R. 10) as meritorious 
legislation” and said it “should be enacted into law 
next year.” The measure, which was passed by 
the House last spring but left hanging in the Sen- 
ate Finance Committee, would provide income 
tax deferrals for self-employed persons setting aside 


money for private retirement plans. 


Health Program 


A National Republican Committee on ‘“Pro- 
gram and Progress” proposed a far-reaching health 
program to be carried out by the Federal govern- 
ment in partnership with states and local govern- 


ments. 


Its goals would include: enlarging the capacity 
of medical schools so that 3,000 more doctors 
could be graduated each year, providing more hos- 
pital and nursing home beds, and supplementing 
hospital facilities with clinics, day-care centers 
and more visiting nurses to care for patients in 
their own homes. 


The progress of medical science would be fur- 
thered by continued Federal support for basic 
medical research. But such Federal support would 
be given under conditions to encourage maximum 
non-Federal spending on medical research and to 
prevent “too great a diversion of doctors 
required for the equally urgent needs of teaching 
and medical practice.” It was estimated that 
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expenditure of $1 billion a year—equally divided 
between the Federal Government and non-Federal 
sources—would be required by 1965. 


Recommendations 


Other recommendations include: vigorous Fed- 
eral support of preventive health programs, and 
expansion and greater flexibility of voluntary 
health insurance programs. 


“A free people and a free medical profession 


model for the free world,” the Republican Com- 
mittee stated. 

The Committee proposed a five-point “partner- 
ship” program: 1) short-term Federal aid for con- 
struction of medical school buildings, 2) changes 
in the present hospital construction program to en- 
courage renovation and repair of outmoded hos- 
pitals, 3) Federal guarantees for mortgages to 
finance construction of private nursing homes on 
a basis assuring high standards of quality in con- 
struction and operation, 4) encouragement of con- 
struction of diagnostic and outpatient facilities in 











can achieve these goals with the wise support of _ rural area and the building of mental health 
government, without bureaucratic restrictions or clinics, and 5) Federal aid to cities “in more 
interference with the physician-patient relation- effective planning and coordination of health 
ship which has made American health services a _ services.” 
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SAUL B. APPEL, M. D. 


Certified by the American Board of Internal Medicine 


CARDIOVASCULAR DISEASES 


Suite JOE EL PASO MEDICAL CENTER'S), Apizone Ave. 





ARTESIA MEDICAL CENTER 


Phone: 

Henry L. Wall, M.D., Suite A SH 6-231 1 
Genera! Practice 

Robert W. Harper, M.D., Suite B SH 6-2531 
Surgery and Gynecology 

Owen C. Taylor, Jr., M.D., Suite C SH 6-252] 
General Practice 

C. Pardue Bunch, M.D., Suite D SH 6-332I 
General Practice 

Gerald A. Slusser, M.D., Suite E SH 6-244] 
Surgery 

X-ray and Medical Laboratory SH 6-4200 


Fourth and Washington Artesia, New Mexico 





ANDREW M. BABEY, M. D. 


Certified by the American Board of Internal Medicine 
CARDIOVASCULAR DISEASES 


250 West Court Avenue JAckson 4-448! Las Cruces, N. M. 





JOSEPH BANK, M. D. 


Diplomate of American Board of Internal Medicine 
and American Board of Gastroenterology 


GASTROENTEROLOGY, GASTROSCOPY 


800 North First Ave. ALpine 4-7245 Phoenix, Arizona 





FRANK O. BARRETT 
ANESTHESIOLOGY ASSOCIATES 
J. A. Shugart, M. D. 
(Diplomate American Board of Anesthesiology) 
Jack Walker, M.D., J. W. Redelfs, M.D., Jack Ellis, M.D. 
— ANESTHESIOLOGY — 


1501 Arizona Ave. 
El Paso Medical Center KE 3-843) E 


| Paso, Texas 





OTTO L. BENDHEIM, M. D. 


DIPLOMATE AMERICAN BOARD OF PSYCHIATRY & 
NEUROLOGY 
CRestwood 7-743! 


505! N. 34th Street Phoenix, Ariz. 





RAYMOND J. BENNETT, M. D. 
Diplomate of the American Board of Neurology and Psychiatry 
PRACTICE LIMITED TO NEUROPSYCHIATRY 


150! Arizona Avenue 
El Paso, Texas 


Suite 7A El Paso Medical Center 
Phone KE 2-1177 


JACK A. BERNARD, M. D., F. A. C. P. 
Diplomate American Board Internal Medicine 
INTERNAL MEDICINE 
CARDIOVASCULAR DISEASES 


Suite 3C El Paso Medical Center 
Phone KE 3-815! 


150! Arizona Avenue 
El Paso, Texas 





VICTOR M. BLANCO, M.D. 


Diplomate of the American Board of Surgery 


General and Cancer Surgery 


Suite 402 Banner Bldg., KE 3-3239, El Paso, Texas 





CLEMENT C. BOEHLER, M. D., F.A.C.S. 
H. W. DEMAREST, M. D., F.A.C.S. 
Diplomates American Board Obstetrics and Gynecology 


Suite 8-A Medical Center 
Phone KE 2-659! 


150! Arizona Ave. 
El Paso, Texas 





FREDERICK P. BORNSTEIN, M.D. 
Certified by the American Board of Pathology 
in Pathologic Anatomy and Forensic Pathology 


616 Mills Bldg. KE 2-3671 El Paso, Texas 





LOUIS W. BRECK, M. D. 
W. COMPERE BASOM, M. D. 


MORTON H. LEONARD, M. D. 
MARIO PALAFOX, M. D. 


ZIGMUND W. KOSICKI, M. D. 


The El Paso Orthopaedic Surgery Group 


520 Montana Ave Telephone KE 3-7465 El Paso, Texas 








CARL BREITNER, M.D. 
PSYCHIATRY 


1515 N. 9th St. AL 2-9102 Phoenix, Ariz. 





BASIL K. BYRNE, M.D., F.A.A.P. 


IRVIN J. GOLDFARB, M. D. 
Diplomates American Board of Pediatrics 
PEDIATRICS 


Suite 4A El Paso Medical Center 150! Arizona Ave. 
KE 3-8487 El Paso, Texas 
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